
and seventh children stillborn at term. Hydroceph-
alus noticed while a baby.

4. (No. 35) Patient eight years old, has spastic
diplegia. Has webbed fingers, hypospadias and
hydrocephalus. He was the fourth pregnancy. The
first and second were miscarriages at three weeks;
third, a healthy child, died when nine months old of
cholera infantum. Labor long and difficult; child
had the cord around his neck and was asphyxiated;
no forceps used. Had convulsions at birth. Parents
healthy. One uncle epileptic. Tuberculosis on pa-
ternal side. Maternal grandmother died of phthisis.

5. (No. 57) Spastic paraplegia. Hydrocephalus.
Mother well during pregnancy. Labor difficult. Feet
presented. Child born while mother was standing
and fell striking head on floor. Cried from birth.
Convulsions when a year old. Ten children, three
dead; others healthy. Patient ninth.

6. (No. 68) See alcohol. Father very alcoholic.
Mother alcoholic. When three months old had spinal
meningitis with hydrocephalus.

7. (No. 73) Parents healthy; labor normal. Hy-
drocephalus followed pneumonia when nine months
old. Fifteen children; patient fourteenth; others
healthy ; six dead, two at birth, one when eleven days
old, the other three of diseases having no bearing on

patient's condition. Patient had meningitis when
two years old.

8. (No. 78) Convulsions came on when six months
old, followed by hydrocephalus. Had been bright
previously. Parents healthy. Labor severe; forceps
not used. Five children; first died when sixteen
months old, of hydrocephalus; second has hip disease;
patient fourth; third and fifth healthy.

9. (No. 91) Parents healthy. Five children; pa-
tient second; others healthy. Labor normal. Pneu-
monia when seven months; mumps at nine months.

10. (No. 108) Father subject to rheumatism;
mother not strong. Two children; patient second;
other healthy. Labor not severe; born at eight
months; feet presented; was asphyxiated. Never
healthy; convulsions frequent during dentition. When
one year old cholera infantum and hydrocephalus.

11. (No. 133) Parents healthy. Six pregnancies;
first died when a year old of pneumonia; second not
strong, drags feci; third does not speak, rickets;
fourth, patient; fifth miscarriage at three months,
cause unknown ; sixth healthy. Patient has rickets.
Had cholera infantum at three months; otherwise well.

12. (No. 225) No family history. Labor hard.
Forceps not used. Only child. Convulsions at three
months. No other illness.

The statistics in this paper can only be con-
sidered preliminary to those which I hope may
be obtained in the near future. Anything which
may tend to the prevention of feeble-mindedness
and idiocy is of the highest importance and I
desire to turn the attention of all those who may
have the opportunity to observe or investigate
facts bearing on the etiology of these cases to
the great value of such facts if properly recorded
and published.

A SIGMOID BAND OF UNUSUAL ORIGIN.
OPERATION

\p=m-\

RELIEF
BYARTHUR L. CHUTE, M.D., BOSTON,MASS.

The following case presents an intestinal band
of very unusual etiology. While it would seem
as if the literature must contain similar ex-

amples, I have been unable to find any.

In December, 1S98, I saw a woman of twenty-two
in her first labor. When seen she had been having
more or less severe labor pains for nearly twenty-four
hours, and was pretty well exhausted. A much
moulded head was found arrested just below the brim
of the pelvis. The patient was delivered immediately
by a moderately difficult forceps operation. She had
an afebrile and apparently normal convalescence.
Her bowels were confined for a few days, because of
repair of the perineum. When the patient had been
about for some days, there developed a fissure of the
anus for which the sphincter was dilated and the
patient, again discharged, her bowels moving regularly
and without pain.

About a month later I was again called and found
that the patient had had no movement of the bowels
for seventeen days. Her abdomen was slightly dis-
tended but neither tender nor tympanitic; she had had
no vomiting. The over-loaded bowel was relieved
by enemata. Then for several weeks a large number
of the usual cathartics were tried; at first with result,
but gradually they all lost their efficacy. The patient
even took for a few days two-drop doses of crotón oil
without effect. On one occasion she took, on her own
initiative, five drops of crotón oil which gave her very
severe abdominal cramps but no dejection. In con-

junction with the use of the cathartics, regulation of
diet was carefully attended to, and abdominal massage
was also tried; for some time electrical stimulation
was used, but all without result. Except after a

powerful cathartic there had been no pain; distention
was variable but never excessive. There was a tender
spot some three or four inches below the umbilicus
and to the left of the median line, yet nothing could be
felt at this point.

After the over-dose of Crotón oil, cathartics were

given up. The patient took a daily enema and had a

dejection almost immediately afterward. After the
first gush of bowel contents all forced attempts at
defecation were useless, and there was the feeling that
the more she strained the tighter the obstruction be-
came. It was noticed that only a small part of the
injected water was returned, and that for an hour or

two afterward the patient passed large quantities of
very clear urine.

The condition remained unchanged, and in Novem-
ber, 1899, I opened the abdomen by a median in-
cision, expecting to find some trouble in the pelvis.
None was found and I closed the abdomen without
making as extended a search as I should have done.
The convalescence was uneventful. For a few days
before leaving the hospital the patient had a daily
dejection following seventy-five-drop doses of fluid
extract cascara, given three times a day; however,
on returning home her condition became as before.

In January, 1900, this patient became pregnant for
the second time and delivered herself at term, after a

moderately hard labor. The convalescence was
afebrile.

From December, 1899, until February, 1902, the
patient did not have a single natural dejection. In
February, 1902, I sent her into a hospital for observa-
tion. At first she was fed large quantities of bulky
food and given neither cathartics nor enemata. Two
or three attempts of this sort showed its futility, as at
the end of forty-eight hours she would have a violent
headache and begin to vomit. Various cathartics in
small doses produced no effect; in larger doses they
caused vomiting and griping abdominal pain. Nothing
but an enema would bring about a dejection. When
given an enema of a quart, quantities varying from
8 to 14 oz. of stained water containing fecal masses
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would be returned within a few minutes. The rectal
tube, passed as high as possible, failed to recover the
rest of the water. After each enema the patient
would pass for an hour or more a greatly increased
quantity of colorless urine. It was found that an
enema of a few ounces acted quite as well as a larger
one, and that after the first, gush of bowel contents,
straining accomplished nothing; also that enemata if
repeated before a number of hours had passed pro-
duced no result.

( lencral examination of the patient was negative
except that the blood count showed a slight anemia,
and that the urea was low — about half the normal.
The patient's abdomen was slightly distended, every-
where soft and no masses could be felt. There was
the same tender point below and to the left of the um-
bilicus. There was no visible peristalsis. Pelvic ex-
amination showed no abnormality. Rectal examina-
tion showed nothing except inability to introduce any
instrument further than 6 or 7 inches. The instru-
ment would then cause great pain and refuse to
advance under the use of justifiable force.

I opened the abdomen for the second time in March,
1002. The onientum was lightly attached to the
abdominal wall at two or three points along the old
incision. When these were separated a considerably
enlarged sigmoid came into view. A band between
2 and 3 mm. in diameter and 4 inches long arose from
the free border of the sigmoid some 6 or S inches above
the floor of the pelvis, and was attached to a point on

the abdominal wall to the left of the median line. Its
point of attachment to the abdominal wall corre-

sponded to the place that had been tender. At a

point a little above this band an appendix epiploica
was attached te the oinentum by a slight, adhesion.
These bands were tied and cut. The pelvis showed
no adhesions. The sigmoid above the band seemed
distended and thinned, instead of thickened, as one
would expect to find it, in a segment of intestine that
had been attempting for some years to overcome a

not impassable obstruction.
Convalescence was uneventful. With moderate

doses of laxatives the bowels moved daily, on several
days she had more than one dejection. In the first
three months after operation she had a dejection daily
and used enemata but twice. When last seen, a year
after operation, her bowels luid moved daily, with one

exception. She still depended on laxatives but re-

quired a smaller dose.

This case belongs to the general class of sig-
moid adhesions causing chronic obstruction.
Its greatest interest is in the etiology, though
the nature of the band (an appendix epiploica)
is not of common occurrence. The mechanism
of the occlusion and its duration also present
points of interest.

The fact that this, patient had been well pre-
vious to her confinement, the absence of a febrile
convalescence, the appearance of symptoms
soon after her confinement, and the finding of no
adhesions about the uterus, ovaries or tubes,
lead to the conclusion that the band must have
been the result of some injury received during
labor. It seems probable that during delivery
an appendix epiploica, or possibly the sigmoid,
received some injury to its peritoneal coat, pre-
sumably by being caught between the edge of
the pelvic brim and the child's head, or the edge
of the pelvis and the forceps, and that this
abraded surface became adherent to the ab-

dominai wall during the few days the bowels
were confined after delivery.

Sigmoid bands arising from mechanical injury
during labor are very unusual. In a quite ex-
tended search of the surgical and obstetrical
literature 1 have been unable to find a similar
instance. Large numbers of bands have been
reported following uterine sepsis and inflamma-
tion of the pelvic organs, and a number of cases
are reported in which the sigmoid has adhered
to malignant growths of either the uterus or an

ovary, also a few in which the adhesion has been
to cysts. In men this type of adhesion is rarer
than in women. The usual causes in men are:
disease of the appendix, dysenteric ulcers, tuber-
culous peritonitis and injury. These same
causes may of course produce the condition in
women.

In spite of the fact that these bands usually
arise as a result of inflammatory processes or
new growths, the many instances of post-opera-
tive bands, and the fewer eases in which bands
have followed confusions of the abdomen, point
to the probability of any injured or abraded
peritoneal surface as being a sufficient cause for
an intestinal band. Fagge, Franklin, Sehwyzer,
Kempe and Brown, Riedel and Kalloch all re-
port, instances where adhesions have followed
non-penetrating injuries of the abdomen.

Several things make it more probable that the
band in this patient developed from an injured
appendix epiploica rather than from an injury
to the serous surface of the sigmoid. The posi-
tion of the band was above the point where the
sigmoid crosses the pelvic brim; it was also on

the free border .which would be away from the
bony edge. Also, the clubbed end of an appen-
dix epiploica renders its incarceration between
the pelvic brim and the descending beat! much
easier than that of the smooth surface of the
sigmoid. The position of the band, diametri-
cally opposite the mesentery, and the absence of
any scar on the intestine, also point to the prob-
ability of the band being of this origin. Had a
bit of the circumference of the intestine been
caught we should have had a condition like a
Richter's hernia and undoubtedly attended with
symptoms at the time. Bands which are the
result of appendices epiploica' forming adhesions
are not very common. However, Ribes anil
Daniel, Dun and Riedel report such instances.
In one of Riedel's cases the nature of the band
was confirmed by microscopical examination.

As regards the mechanism of the obstruction
in this case, the pull of the band apparently
caused an incomplete occlusion by kinking at its
point of attachment to the sigmoid, making it
difficult, but not impossible, for bowel contents
to pass. The inability of the lower segment of
the sigmoid and the rectum to empty themselves
without the help of an enema is not easily ex-
plained, except on the ground of some inhibitory
reflex. Cabot reports a man of fifty-four in
whom there were adhesions from the sigmoid to
the bladder and pelvic wall, and in whom there
was inability to empty the rectum without in-
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jections, although in his patient, as in mine, the
obstruction was not sufficient to entirely prevent
the passage of feces into the rectum.

The length of time which some of these bands
have existed before giving serious trouble is
quite remarkable. In one of Cabot's cases symp-
toms first appeared thirty' years before the time
of operation. Watkins reports a patient who
had symptoms for eight years, Roscnwassor one
for six years, Troves, Elliot, Lotheisen, Riedel
and Downes report cases in which the symptoms
have covered shorter periods.

Constipation gradually increasing in obsti-
nacy is the symptom which is most frequently
seen in these cases of kinking of the sigmoid by
bands. Tenderness in the left iliac fossa is com-

mon, though the seat of tenderness has varied
with the point of attachment of the band. Oc-
casionally defecation has been painful. The
amount, of distention varies but is usually mod-
erate. Visible peristalsis is not common. Pain
and vomiting are usually seen only during inter-
current, attacks of complete obstruction, which
are not uncommon in the course of these cases.
Gurglings and attacks of diarrhea are not often
mentioned. In a large proportion of cases
examination has shown nothing more than local
tenderness.

In making a diagnosis, the history of an ab-
dominal operation, previous attacks of appen-
dicitis, puerperal sepsis or pelvic inflammation
is of the greatest, aid. With such a history ob-
stinate constipation, not affected by the usual
treatment, particularly when accompanied by
tenderness in the lower abdomen, should lead to
a consideration of the probability of the ob-
struction being mechanical. In the light of the
reported case, and that of Cabot, the ability to
secure dejections by enemata, when large doses
of cathartics persistently fail, may be a diag-
nostic sign of some value.

A study of the reported cases of chronic ob-
struction by bands or adhesions to the sigmoid
shows that many of these patients, though having
had symptoms for years, have been supposed to
be suffering simply from particularly obstinate
constipation, until such time as an acute and
often fatal obstruction has taken place.

These bands are especially apt to bring about
an acute obstruction during pregnancy or the
puerperal period, and their diagnosis at, this time
is attended with particular difficulties.
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Clinical Department
MASSACHUSETTS GENERAL HOSPITAL.

Clinical Meeting of the Staff, Tuea dwell

Library, Feb. 12, 1004.
In the absence of the President, Dr. II. H. A.

Beach took the chair.
Dr. R. (¡. Wadsworth read a paper on

" The
I'llimate Results in some Gynecological Opera-
tions at the Massachusetts General Hospital."
This paper was published in full in the Journal
for March 24, 1904,

DEVIATION OF THE NASAL SEPTUM.
BY A. COOLIDQE, JR., M.D., BOSTON.

A symmetrical nasal septum is-an exception
rather than the rule. When the deviation in-
terferes with the normal functions of the nose it
is of course desirable to correct it, provided this
can be done with a fair chance of a successful
result. Deviations are so varied in form and
extent, and the access to the seat of operation is
through so small an opening that it is only in
recent years that any satisfactory or even prom-
ising methods of operation have been established.
The problem is a peculiar one. A perpendicular
plate of cartilage is inserted into a perpendicular
plate of bone along three' quarters of its edge,
while the remaining quarter projects outwards
to form the external nose. In infancy the sep-
tum is relatively small; after the second denti-
tion it begins to grow in relation to the surround-
ing structures, and this growth in the white race
is especially marked in a forward direction. It
pushes outwards the external nose, both the
nasal bones and the cartilaginous bridge. To
appreciate this it is only necessary to compare
the profiles of children with those of their parents.
It is a matter of common observation that, most
of us have asymmetrical skulls, and it is easy to
imagine the effect, of even a slightly asymmet-
rical development upon this thin perpendicular
plate of mixed cartilage and bone, held firmly
in a bony frame, trying to grow forward. That
it should twist and bend is almost to be expected,
and although it may do so in many different
ways there are a few general principles which are

worthy of notice. In addition to varying curves
of the septum as a whole, the first thing to be
expected would be a bending along the weak

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at SAN DIEGO (UCSD) on June 30, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.


